nary artery disease, stroke, and peripheral artery disease (PAD) was obtained by medical records or a questionnaire. In the present study, pharmacological treatments included hypoglycemic drugs and lipid-lowering drugs. Cardiovascular drugs were described as ABCD drugs, namely one of the medications including angiotensinconverting enzyme inhibitor, or angiotensin receptor blocker, or beta-receptor antagonist, or calcium channel blocker, or diuretic. The basic parameters recorded with standardized methods by trained personnel are: fasting plasma glucose (FPG), total cholesterol (TC), low density lipoprotein cholesterol (LDL-C), triglycerides (TG), high density lipoprotein cholesterol (HDL-C), high sensitive C reactive protein (hs-CRP). Fasting UA was measured using an auto-analyzer with a phosphotungstic acid reagent.
Vascular Measurements

CF-PWV and Carotid Radial Pulse Wave Velocity (CR-PWV) Measures
CF-PWV and CR-PWV were simultaneously measured by an automatic equipment Compliar SP (Artech Medical, Pantin, France). The measurement was undertaken with the participant in a supine position after 5 to 10 minutes of rest and CF-PWV and CR-PWV were calculated by knowing the pulse transit time and distance.
CAVI and ABI Measures
CAVI and ABI were recorded using a VS-1000 vascular screening system (Fukuda Denshi, Tokyo, Japan) with the participants resting in a supine position for 5 to 10 minutes and cuffs were wrapped around both the arms and ankles. The value of CAVI, ABI, heart rate, and blood pressure of both arms were obtained automatically. And we chose the mean level of left and right CAVI and ABI for the analysis.
CIMT Measures
CIMT was measured as recommended by the Mannheim Consensus 21) , i.e., in supine position in the left and right common carotid arteries in anterolateral, posterolateral, and mediolateral directions. The extracranial carotid arteries were bilaterally examined with ultrasound EUB-7500 (Hitachi, Japan), equipped with a linear array transducer. The analysis of CIMT was calculated as the mean of bilateral CIMT measurements, namely CIMT (left CIMT right CIMT)/2.
Statistical Methods
The researchers conducted a cross-sectional analysis of UA levels and CF-PWV, CR-PWV, CAVI, ABI, CIMT of 979 participants according to gender. The researchers then performed multiple linear regression for cardiovascular disease prevention in clinical practice 8, 9) . The carotid intima-media thickness (CIMT) was a measurement of early atherosclerosis which was also related to future cardiovascular risk 8) . ABI, CIMT, carotid plaque, CF-PWV were all recommended for risk assessment of future vascular disease by domestic and international guidelines 8, 10, 11) . High UA has been associated with several vascular related diseases 12) . Many studies indicated that high levels of UA were independently related with myocardial infarction 13) , silent brain infarction 14) , white matter atrophy and worse cognition 15) and vascular dementia 16) , hypertension and metabolic syndrome prevalence 17) , diabetic vascular complications 18) . In addition, high UA has been confirmed as an independent risk factor for cardiovascular mortality and sudden cardiac death 19) . However, in the relationship between UA and vascular diseases there still exists some inconsistency. Another study showed lower UA levels were independently correlated with vascular events in the first year in acute ischemic stroke patients 20) . UA has been confirmed to be related to markers of vascular injuries and vascular related diseases. CF-PWV was a marker reflecting vascular function, CAVI was a reflection of both vascular function and structure, and CIMT was a parameter of vascular structure. Therefore, the present study was designed to evaluate the relationship between UA and various vascular function and structure markers and gender differences in a real-world population.
Methods
The Beijing Vascular Disease Patients Evaluation Study (BEST) enrolled a sample of individuals through clinics or hospitals from the community of the western region of Beijing, China, since 2010. The western region of Beijing was chosen as the site of the study because of the homogeneity of life-style among its residents, with a very low rate of immigration. For the present investigation, we included participants from part of the BEST study with complete data of vascular parameters and UA. Subjects with ABI 0.9 and medication on UA lowering agents were excluded.
The ethics committee of Peking University Shougang Hospital approved the study protocol, and all participants provided written informed consent before participating, which was conducted in accordance with the Declaration of Helsinki.
Clinical and Laboratory Evaluation
The personal history including life-style habits such as pharmacological treatments, history of vascular related diseases, such as hypertension, diabetes mellitus, coro-
Results
General Clinical Characteristics in Total, Male and Female Populations
The level of BMI, DBP, FPG, UA, and UA/100 were significantly higher in males than that in females; and PP, TC, HDL-C, and LDL-C were lower in males than females (see Table 1 ). In addition, the value of all vascular parameters, including CF-PWV, CR-PWV, CAVI, ABI, and CIMT were significantly higher in males than that in females (see Table 2 ). In the present population, percentages of records with history of vascular related diseases and medications are shown in Table 3 . In about one third participants, the history of hypertension, diabetes mellitus, coronary artery disease, stroke, peripheral artery disease were not recorded. And a total of 152 (15.5%) participants were without any of the above vascular related diseases (see Table 3 ). The prevalence rate of hyperuricemia was significantly higher in males than that in females. And the prevalence rate of coronary artery disease and rate of medication on ABCD drugs were different between males and females (see Table 4 ).
Results of Multivariable-Adjusted Linear Regression Analyses
We further evaluated the independent linear association between UA/100 and vascular parameters adjusted for age, gender, BMI, HR, SBP, DBP, PP, FPG, TC, TG, HDL-C, LDL-C, hs-CRP, medication of ABCD (stepwise) and logistic regression analyses (enter) in total, male and female populations respectively, adjusting for traditional risk factors, to evaluate the independent effect of UA levels on measures of arterial parameters. The researchers assessed the independent relations between UA and vascular indices using multiple linear regression with adjustment for age, gender, body mass index (BMI), heart rate (HR), systolic blood pressure (SBP), diastolic blood pressure (DBP), pulse pressure (PP), fasting plasma glucose (FPG), total cholesterol (TC), triglyceride (TG), high density lipoprotein cholesterol (HDL-C), low density lipoprotein cholesterol (LDL-C), high sensitive C reactive protein (hs-CRP), medication for hyperlipidemia, hypoglycemic agents, and ABCD drugs. CF-PWV, CR-PWV, CAVI, ABI, and CIMT were dependent variables, and UA/ 100 was an independent variable. Finally, the researchers adopted multivariable binary logistic regression analysis by translating the number variables to two-categorical variables. Higher CF-PWV, CAVI, and CIMT were described as higher than the fourth quartile in the total population. Descriptive values, expressed as mean SD or numbers and percentages, were reported by gender. A P-value less than 0.05 (bilateral) was regarded as statistically significant. Statistical analyses were performed using the SPSS 20.0 statistical software package. UA was divided by 100 (UA/100) to reduce heteroscedasticity and still restore directionality of associations. Values are described as mean SD for continuous variables and percentage or median for categorical variables. indicated p 0.05. Abbreviations: BMI, body mass index; HR, heart rate; SBP, systolic blood pressure; DBP, diastolic blood pressure; PP, pulse pressure; FPG, fasting plasma glucose; UA, serum uric acid; UA/100, serum uric acid divided by 100; TC, total cholesterol; TG, triglyceride; HDL-C, high density lipoprotein cholesterol; LDL-C, low density lipoprotein cholesterol; hs-CRP, high sensitive C reactive protein only UA was linearly correlated with CAVI and independent of traditional risk factors, gender, and medications. However, UA was not linearly correlated with CF-PWV, CR-PWV, ABI, and CIMT independently. We further explored whether gender differences existed in the linear association between CF-PWV, CR-PWV, ABI, and CIMT, and found that only ABI was negatively linearly correlated with UA in males, the other vascular markers were not linearly correlated with UA, in male and female populations respectively. We further explored the logistic regression association between UA and vascular parameters; the results showed that in people with higher UA, the risk of higher CF-PWV was 1.593 times and independent of traditional risk factors, gender and medications. People with higher UA had a higher risk tendency of higher CAVI which was not independently correlated with higher CIMT. In addition, higher UA was not logistically related with CAVI and CIMT in both genders. CF-PWV was a marker that reflects arterial stiffness and is regarded as a function marker. CAVI was a parameter reflecting both vascular function and structure. And CIMT indicated the changes in vascular structure. Therefore, we speculate that UA may mainly influence the vascular function instead of the vascular structure. The relationdrugs and hypoglycemic drugs, lipid-lowering drugs. The results showed that only UA was positively linearly correlated with CAVI. UA was negatively linearly correlated with ABI in the male population. However, UA was not linearly correlated with CF-PWV, CR-PWV, and CIMT in total, male and female populations (see Table 5 ).
Results of Multivariable-Adjusted Logistic Regression Analyses
We evaluated the independent association between higher UA and higher vascular parameters adjusted for age, gender, BMI, HR, SBP, DBP, PP, FPG, TC, TG, HDL-C, LDL-C, hs-CRP, medication of ABCD drugs and hypoglycemic drugs, lipid-lowering drugs. The results showed that in people with higher UA, the risk of higher CF-PWV was 1.593 times than people with normal UA. In addition, people with higher UA had a risk tendency of higher CAVI (p 0.088). However, higher UA was not correlated with higher CIMT (p 0.280). We further analyzed the gender difference between UA with CAVI and CIMT in both genders, and found UA also not logistically related with CAVI and CIMT in males or females (see Table 6 ). The value and meaning of variables are shown in Table 7 .
Discussion
The present study was done to evaluate the relationship between UA and various vascular function and structure markers and gender difference in a real-world population. The results showed that all the vascular markers including CF-PWV, CR-PWV, CAVI, ABI, and CIMT were different between males and females, with a higher level in males. The differences between the prevalence rate of hyperuricemia may be the cause of the higher vascular parameters. We further explored the linear and logistic regression association between UA and various vascular function and structure markers and gender difference. The results indicated that between vascular markers and UA showed an independent association between UA and CF-PWV, CR-PWV, CAVI, CIMT, lower ABI in several populations [28] [29] [30] [31] . However, the associations between UA and vascular markers have been reported inconsistently. Some studies showed no independent associations between higher UA and endothelial dysfunction 29, 32) , CF-PWV 17) , microalbuminuria, arterial stiffness, carotid plaque 29, 33) , CIMT 17) , CAC 25) , which were consistent with the partial results of ours. Furthermore, the relationships between UA and vascular markers were different in males and females. Although advancing age is accompanied by increased aortic stiffness in both males and females, a significant sex difference exists, with females showing a steeper decline in aortic elasticity 34) . In addition, UA is associated with alterations in systemic arterial stiffness that differ in men and women. Women might be more susship between UA and ABI was a negative linear association (B 0,072, p 0.056), and UA was significantly correlated with ABI in the male population (B 0.012, P 0.020). We speculated that this maybe because of the high level of BMI, DBP, FPG, UA, and the high prevalence rate of hyperuricemia. Thus, further studies need to confirm this finding.
Many studies reported have confirmed nearly consistently an association of elevated UA level with CVD, although not all have found that the correlation is independent of other risk factors. Several studies showed UA was independently negatively correlated with vascular endothelial function 22, 23) . UA was also a determinant of arterial stiffness independently from conventional risk factors 24) and was associated with vascular inflammation (hs-CRP) 25) , coronary artery calcification (CAC) 26) , and PAD 27) . Studies on the relationship higher UA level, the risk of higher CF-PWV increased. People with higher UA also showed the trend of increased risk of higher CAVI. However, higher UA was not associated with higher CIMT. Therefore, higher UA may influence the vascular function mainly instead of vascular structure.
Study Strengths and Weakness
The strengths of the present study include its large sample size involving all kinds of vascular related diseases and healthy subjects in a real world. In addition, the present study included various non-invasive vascular function and structure parameters and analyzed the relationship between them and UA and gender difference in a single population. However, there are also some limitations. First, the study was a crosssectional study and could not provide some predicting value of UA and vascular parameters. Second, the history of vascular related disease and medication was not complete, and about one third data of participants ceptible to large vascular damage associated with hyperuricemia 35) . However, in our study population, we did not find gender differences between UA and vascular markers. A positive association between pulse wave velocity (PWV) and UA was observed after adjusting for classical risk factors in women only 36) and a gender difference was also observed in the UA range for increase in CAVI 30) , which was not consistent with our results which showed that the relationship between UA and CAVI was independent of gender. UA was more strongly associated with metabolic syndrome (MS) in women than in men 37) , and was associated with the prevalence of carotid atherosclerosis only in women with MS 38) and only in men without MS 37) . In addition, a trial provided evidence that control of UA can rectify prehypertension 39) . Therefore, further studies will be needed to establish the mechanisms and there may be a window of opportunity in which uric acidlowering therapy could prevent or delay the development of vascular damage. About the inconsistent results with other studies, we inferred that the following reasons may have contributed. Firstly, the research population in the present study included a real-world population from China, including healthy subjects and vascular related patients. Secondly, the mean age (60.86 11.03 years) was higher; in addition, the age span was relatively large from 20 years to 94 years. The relation between UA and vascular markers maybe different during this age span. Thus, further studies will be needed to explore the deeper relationship between UA and vascular function and structure parameters.
In conclusion, in our population sample, all vascular parameters were higher in males than females. Gender differences did not exist between the relationship between UA and vascular markers except ABI. UA was independently linearly correlated with CAVI rather than CF-PWV, ABI, and CIMT. In people with were missing. Therefore, further studies are needed to evaluate the predicting value of UA for vascular related disease and vascular markers.
